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Abstract 
Honduras has the highest prevalence of HIV I AIDS in Central America and the Miskito 
Peoples in Gracias aDios are some of the poorest people in Honduras. In 2004 the Board of 
World Missions of the Moravian Church, the largest Christian denomination in Gracias a 
Dios among the Miskito Peoples, recognized Human Immunodeficiency Virus/ Acquired 
Immune Deficiency Syndrome (HIV/AIDS) care as a priority in Honduras and the rest of 
the Caribbean Basin. In concordance with this, the physicians at the Moravian clinic in 
Ahuas, Honduras, expressed a desire to develop a mother to child transmission prevention 
program. Also concurrently the Honduran government instituted their second strategic plan 
in the fight against HIV/ AIDS 2003-2007, targeting the cycle of poverty and HIV/A!DS. 
The Honduran Health Department in the late 1990's had already begun sending physicians 
into Gracias a Dios to clinics in some of the larger villages including Ahuas. This 
convergence of factors offered a unique opportunity and the basic infrastructure to network 
church, government, and health care workers with community members to develop an 
HIV/ AIDS education initiative and Mother to Child Transmission prevention program in 
t--
Gracias aDios. 
A questionnaire was developed as a first step to evaluate current community know ledge 
and possible impact of an HIV/AIDS education program. Thirty-two community volunteers 
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of the Miskito Peoples living in Gracias a Dios, Honduras, who were patients or family 
members of patients who attended the Clinica Evangelica Morava (CEM) in Ahuas on 
Monday, Wednesday, or Friday, between March 25'h and April4'h. 2005, were interviewed. 
They were asked a senes of thirteen questions designed to determine community 
understanding of HIV I AIDS, stigma associated with the disease, ongms of HIV I AIDS 
information, written language of preference, and their views on what could be done to stop 
the spread of the disease. Thirty-one percent of those interviewed stated that they did not 
I 
know or understand about the disease and fifty percent cited stigmatization of community 
members who had HIV/AIDS. In addition, persons of influence in the area were contacted 
and separate interviews carried out to determine their concepts of the disease in the local 
communities. By understanding the community members' knowledge and concepts, both 
right and wrong about HIV/AIDS, themes could be developed and evaluated to create ideas 
to implement an effective and sustainable community education campaign. Noteworthy was 
the lack of understanding that mother to child transmission could be halved by medication. 
Fifty-three percent were unaware that anything could be done to help prevent the 
transmission of HIV from mother to child. To reach the small, medically underserved 
villages in this area, a mobile prevention of Mother to Child Transmission of HIV (pMTCT) 
program for a six mtmicipality area was developed by a native born Miskito physician. 
From the data gathered in this pMTCT program it is hoped that the first prevalence data on 
HIV/AIDS can be generated for this isolated area of Honduras. The work summarized in 
this paper includes a pilot test of the questionnaire specifically developed for this study. The 
questionnaire may also be of value to establish the validity of a qualitative approach as a 
tool to evaluate the impact of future HIV I AIDS education initiatives. 
INTRODUCTION 
Background 
Indigenous peoples often are regarded as second class citizens, have a lower 
socioeconomic status, and receive less government support and medical care than others 
within a nation. This 1s true of the Miskito peoples of Honduras who inhabit the 
northeastern area of Honduras known as Gracias a Dios. This area along Honduras's 
Atlantic coast runs from the Nicaraguan border north and then west and inland to 
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encompass the Honduran department (state) of Gracias a Dios. The Honduran Miskito 
peoples, who racially are categorized as Indian, most likely came from the Carib Indian 
Group and they have inhabited this area of Honduras since well before 1492 C.E. They are 
part of a larger Miskito nation extending south across the Rio Coco River into Nicaragua to 
the Costa Rican border. Government census of 2001 cites a population for Gracias a Dios of 
67,384 in an area of6,421 square miles. (Instituto Nacional de Estaistica Honduras, 2001) 
Though Gracias a Dios is relatively isolated, cases of HIV/AIDS have occurred here 
among the Miskito Peoples for several years. The effect of current prevention efforts by the 
Honduran Government Health Department which emphasizes safe sex through distribution 
of condoms and sporadic education and the Moravian Church of Honduras which 
emphasizes abstinence and fidelity in a monogamous relationship, not condom usc, cannot 
be determined because of lack of prevalence and incidence data in Gracias a Dios and the 
fact that people may be infected years before they demonstrate signs and symptoms of 
AIDS. The Board of World Missions of the Moravian Church has been conducting an 
education and pMTCT program in Tanzania for several years and has now begun work with 
the churches in Honduras and Nicaragua regarding HIV I AIDS education and prevention. 
Because there are no roads, telephone service or good inter-village communication, it seems 
impossible to, and no studies have been conducted to, determine the prevalence and 
incidence ofHIV/AIDS in Gracias aDios. Only crude prevalence data can be obtained from 
clinics on the basis of percentages of positive tests out of all tests preformed. Treatment is 
limited in Gracias a Dios to HIV positive mothers who receive antenatal care, but long term 
anti-retroviral therapy is only available in the larger cities such as San Pedro Sula and the 
capital, Tegucigalpa. Those infected in Gracias a Dios rarely have the financial means to 
travel to these cities to receive medical care let alone afford the blood tests, such as CD4 
counts or viral loads, and medicine necessary for HIV control. 
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Exhibit# 1: Area in Gracias aDios around Ahuas and the Clinica Evangelica Morava 
Prevalence of HIV in Gracias a Dios and Honduras as a whole 
Currently there are no studies to give prevalence let alone incidence data on HIV I AIDS in 
Gracias aDios. The prevalence of HIV/AIDS for all of Honduras has been published as 
1.8% (range: 1.0%- 3.2% UNAIDS 2003) (Pan American Health Organization2004). The 
only rough measure of prevalence that is available for Gracias a Dios is a percentage of HIV 
tests that are positive. In Gracias a Dios there are three primary testing sites, Bayan Hospital 
in Palacios, located along the coast to the west, Hospital Puerto Lempira, which is the 
f 
governmental Hospital for Gracias a Dios located on the north east coast and the Clinica f 
Evangalica Morava in Ahuas inland near the Patuca and Platano Rivers at the edge of the 
Rio Platano Biosphere Reserve. 
No data is available for the Bayan Hospital in Palacios. Eugene Schiff, the Caribbean 
Coordinator for Agua Buena Human Rights Association from Costa Rica, surveyed several 
hospitals in Honduras outside Gracias a Dios as well as the Government Hospital in Puerto 
Lempira. At Hospital Puerto Lempira from hospital records he found that in February and 
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In reviewing the test results for HIV, from January 1st, 2004 through December 31 '', 
2004 from the Clinica Evangelica Morava (CEM) which is reported to the Honduran 
Government Health Department, there were 14 positive tests out of 259 tests performed 
resulting in a percent of positives of 5.4%. The tests were performed on all pregnant women 
seeking prenatal care at the clinic, all pregnant women suspected of having HIV seen at the 
government clinic in Paptalaya, but none of those pregnant women seen at the government 
clinic in whom HIV was not suspected, and all suspected cases of HIV or HIV suspected 
contacts seeking care at CEM. The Government Clinic in Paptalaya, a Miskito Community 
adjacent to Ahuas, does not have any laboratory facilities to perform HIV tests. Director, 
Ahuas Honduran Health Department) 
The mean age of H1V positive patients at CEM for 2004 was 27 years, ranging from two 
patient's age 15 to two patients age 55. Half of the HIV positive patients were male and half 
female. Nine were single, one was married, and three were in a Union Libre relationship. 
A Union Libre relationship, somewhat akin to living together in the United States, is 
common among the Miskito Peoples. This may come from the fact that there was no formal 
marriage prior to the late 1800's. (Bell, C. 1899). These unions are looked to as a reason for 
monogamy and as a fairly stable place to have and bring up children. The translation of a 
term for her partner for at least three of the female participants who were in a Union Libre 
relationship was "husband". !---
All HIV positive patients were from villages from which people sought medical care at 
! 
the Clinica Evangelica Morava but none were from Ahuas itself. All transmission of HIV L--
seen in the clinic in Ahuas in 2004 is thought to be by heterosexual transmission according 
to one of the physicians, N. R. at CEM. According to the Ahuas Honduran Health 
Department report prepared by the Health Department Administrator in Ahuas, for the 
"Area Municipal de Salud de Ahuas" the Clinica Evangelica Morava reported only 10 
5 
positive HIV tests for the years "2001-2003" along with 45 new cases of STD's and that 
two HIV positive patients also had Tuberculosis. If this is indeed a three year time period 
for this report, there was a significant increase in the number of positive HIV tests at CEM 
in 2004. 
Exhibit# 2: Honduran Department of Health Statistics, Ahuas, Honduras 2001-2003 
(Translated from Spanish Text) 
ILLNESS 
Incidence STDs 
Incidence HIV/AIDS 
HIH Positive/TB 
Mortality HIV/AIDS 
PROGRAM OF SEXUAL TRANSMISSION 
OF HIV/AIDS 
MORBIDITY/MORTALITY CASES OF HIV POSITIVE 
PATIENTS WITH TB 
RATE X 10,000 INHABITANTS 
MUNICIPAL ARE OF HEALTH FOR AHUAS 
YEARS 2001-2003 
Health clinics 2001 
TOTAL 
PAPTALAYA WAWINA WAXMA *CEM 
N R N R N R N R N R 
21 47.20 4 7 45 
1 22.00 0 0.00 0 0.00 10 
0 0.00 0 0.00 0 0.00 2 
0 0.00 0 0.00 1 0 0.00 
Ahuas only 
2002 
TOTAL 
N R 
38.16 
3 
2 
2 36.34 
* = Clinica Evangelica Morava 
In Honduras from 1985 to June 2002 there were 17,119 HIV positive cases of which 3,754 
were asymptomatic. As described in figure 1, modes of transmission were heterosexual: 
II ,266; Mother to child: 873; Bisexual: 580; Homosexual: 399; transfusions: 75; IV Drug 
use: 9 and unknown: 243. Approximately 60% were male and 40% were female. (Rosales 
de Molinero, R. 2002) 
2003 
TOTAL 
N R 
32 
1 1.45 
1 
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Figure 1: HIV TRANSMISSION IN HOHDURAS 1985 TO JUNE 2002 
Hetreosexual 
Mother to Child 
Homosexual 
,266 
IIIII Number of 
AIDS Cases 
~ Transfusions 
(/) 
w 
Cl §1 IV Drug Use 9 
+-~~~~~-+~~~~ 
Unknown 
0 2,300 4,600 6,900 9,200 11 ,500 
CASES OF AIDS 
Source: Rosales de Molinaro. R 
Honduras has the highest prevalence of AIDS m Central America. (UNAIDS) The 
Honduran Ministry of Health cited only 4 7 cases of AIDS in all of Gracias a Dios from 
1985 to November 2003. The Hospital records from Puerto Lempira reported by Schiff 
showed 40 positive HIV tests in 2003 to 2004 and Ahuas reported 14 in 2004 alone. It is 
impossible to tell if this is an actual increase in HIV or poor statistics gathering by the 
Honduran Health Department in Gracias a Dios. The government statistics are also in stark 
contrast with the UNAIDS Country and AIDS estimates 2003, which show an estimated 
112,000 people living with AIDS in Honduras from birth to age 49 (range: 68,000-210,000) 
with an estimated 4100 AIDS deaths in 2003. (range: 2,300-7200). (UNAIDS 2003) 
The transmission modes noted in the Honduran statistics for the country as a whole are 
similar to but not identical to the transmission among the Miskito Peoples. All transmission 
among the Miskito peoples is considered to be heterosexual or by mother to child 
transmission according to one physician at CEM. As noted from the interviews, although 
some prostitution exists in Gracias a Dios, most heterosexual transmission is thought to be 
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between mutually consenting parties outside of marriage and from males to females in what 
were perceived to be monogamous relationships by the female. A predilection for male 
infidelity in a monogamous relationship was an important concern among a number of 
women interviewed. Although some homosexuality may exist in the Brus Laguna area, 
according to at least two interviewed persons of influence, homosexuality was felt to be 
uncommon. How well the statistics from Puerto Lempira and Ahuas correlate with the 
Honduran Government statistic of 1.8% prevalence for all of Honduras is difficult to tell. 
The Miskito statistics may reflect underreporting of actual cases as people with AIDS in 
local communities, or more likely remote communities, may not seek care, may seek 
traditional Miskito herbal care by traditional healers or sukias, believe that a curse has been 
placed on them, or feel that their symptoms are due to another illness. It is very difficult to 
obtain prevalence data because of stigma, the difficulty transporting patients and lack of 
communication between the villages. In addition the tests for HIV include symptomatic 
AIDS patients and pregnant women who are symptomatic for AIDS from the government . l 
l 
clinic. These numbers are mixed in the CEM statistics causing the percent positive tests to l 
f 
r 
be higher than the actual prevalence in the area. However it may also underestimate the 
prevalence as it may take several years for HIV to become symptomatic. These HlV 
positive people may not be tested until they become symptomatic leaving a large pool of 
asymptomatic HIV positive people undetected. 
It is difficult to extrapolate crude percent positive HIV test data to prevalence data from 
Honduras as a whole; however Schiff examined the records of the Hospital Salvador 1 
Paredes in Trujillo in neighboring Departmento Colon. This area has a highway connecting 
it to the rest of Honduras and may be more indicative of HIV prevalence in Honduras as a 
whole. Between December (2003) and March (2004) 528 HIV tests were performed of 
which 11 were positive for a 2.1% positive rate. (Schiff, 2004) This is less than half the rate 
8 
found in 2004 at the Clinica Evangelica Morava and about two thirds that which Schiff 
found at the hospital in Puerto Lempira. (Schiff 2004) Indeed a certain percent, probably 
less than five percent, of people infected with HIV may not progress to classic AIDS over 
ten years. (Cochrane Database Syst Rev. 2002) Therefore the data on HIV testing may not 
directly correlate with data that cites cases of AIDS only. 
A National AIDS Commission (CONASIDA) was established by law in 1999 in 
Honduras. The Honduran Secretary of Health has published a National Strategic Plan to 
Fight HIV/AIDS. (Plan Estrategico Nacional de Lucha Contra el VIH/SIDA.) This is the 
second strategic plan and encompasses the years 2003 to 2007. The plan is focused on 
"romper el circulo vicioso de Ia assocacion entre pobreza y VIH/SIDA", (breaking the 
vicious cycle between poverty and associated HIV I AlDS). (Conasida 2003) Although the 
Miskito peoples are among the poorest in the country, no HIV/AIDS treatment program has 
been implemented by the government in Gracias aDios as of April 2005, pMTCT dmgs are 
not always available at the government clinic, no new testing centers have been set up and 
no plan is formally underway to determine HIV prevalence in Gracias aDios. 
Current AIDS education programs 
The Honduran Government has had a health department office in Ahuas since 1996. They 1 
t-
have no laboratory facilities there according to the Honduran Public Health Director in 
Ahuas. There is no AIDS testing by the government in Ahuas, only in Puerto Lempira, a 
one half hour flight, or very long journey by boat, away. Community education efforts by 
the health department consist of an AIDS education week in December where soccer balls 
as well as T -shirts were given to youths, an education program was given, and condoms 
given to the nurses to hand out to "appropriate people" (Ahuas Health Department 
9 
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Administrator). This was done in 2002 and 2003, but not in 2004 due to a lack of 
government funding. There is one sign on the main road in Ahuas on HIVIAIDS in Spanish L 
L 
According to community members interviewed, information is provided to students at the 
Colegio (High School). Four of nineteen study participants in their 20's and 30's stated that 
they received information about HIV I AIDS in their high school class. Others participants of 
all ages heard about HIV I AIDS and condom use on the Miskito language radio station, 
WINAKA, from Puerto Lempira; another on Radio America and another on the Catholic 
radio station. One saw an HIVI AIDS message on television. 
The Moravian Clinic has lectures on HIVIAIDS for community members. Ahuas 
community members live in close association with hospital personnel and students from the 
Moravian Clinic Nursing School. Hospital personnel pass health information to community 
members. One participant in the study stated that all she knew about HIVIAIDS came from 
a single employee at the clinic. There are government posters in Spanish about HIV I AIDS 
displayed directly in front of the chairs of the clinic waiting room at CEM and the clinic 
plays an HIV I AIDS educational tape in the waiting room at various times. 
No formal Moravian Church sponsored educational program is currently underway t 
though the church policy of abstinence and being faithful is the basis of their prevention 
program and church sermons. 
Influence of Drug Trade 
IV drug use is not a major source ofHIVIAIDS infection in the community. None of the 
14 newly diagnosed cases at the Ahuas clinic during 2004 were thought to be related to 
contaminate needles. According to the Honduran Ministry of Health report, less than .001% 
of all AIDS cases in Honduras were related to IV drug use in 2002. Despite IV drugs not 
10 
being a major factor in HIV infection, cocaine may have a significant impact on the Miskito 
Peoples in Gracias aDios particularly along the coast for other reasons. 
According to the U. S. DEA web site Honduras and in particular Gracias a Dios is a 
transit area for cocaine moving from South America to the United States. Both marijuana 
and more importantly cocaine are brought from Columbia by boat along the coast and 
dropped off in areas along the Atlantic Coast where the drugs are transferred to dugout 
canoes or other boats and brought up the many rivers into the interior of Honduras. From 
there they are then transported by land through Guatemala, El Salvador, and Belize into 
t 
Mexico, and across the border into the United States. When ocean going boats carrying 
cocaine are pursued by U.S. or Honduran agents, the drug runners dump their cocaine 
packages into the ocean and they wash up on shore on the coastal beaches. These packages 
of cocaine are dubbed "white lobsters" by the coastal Miskito people where diving for 
lobsters is a major source of income. The Columbians will send a representative along the 
coast to buy back these packages from the people (personnel communication, Lorena Gray 
R.N.). This can lead to a sudden increase in wealth for some individuals. The availability of 
cocaine and sudden wealth for some individuals may lead to increased drug use along the 
coast and possible complicity between some coastal inhabitants and the drug runners as the 
coastal people can hide and transport the cocaine inland. The use of alcohol and drugs was 
L 
cited by one community member as reasons that people engage in unprotected sex and sex 
outside of a monogamous relationship. 
Exhibit# 3: Routes of Cocaine trafficking through Honduras 
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Sexual customs in La Mosquitia (the Miskito area of Honduras and 
Nicaragua) 
In his book Tangwera, first published in 1899, C. Napier Bell writes; 
"Their sins are almost entirely confined to intrigues with other men's wives." 
(For which if caught the offending man paid the husband a fine) "That is their 
form of dissipation, and it is far less hurtful to them than drinking habits are to 
European nations, we may conclude that whites exceed the Indians in wickedness 
by their drinking alone, besides the enormous catalogue of other crimes of 
which the Indians are entirely ignorant." 
.... "If there are any spare girls, the principal men take two or more wives, 
so that the supply is never in excess of the requirements, and all are happy." 
12 
Until the Moravian missionaries arrived according to Bell there was no formal legal 
marriage, only "husband and wife" by consent or assent. Into this culture Moravian 
Missionaries imposed their western morality so that currently there is no polygamy and 
legal marriage has been established through the church and the Honduran Government. 
Several native community persons of influence stated that children may start having 
sexual relations at age 12 or 13 and be married by age 13. (personnel communication. one 
native born physician J. S., and one community person of influence) One of our study 
participants, 23 years of age, had been married for I 0 years. A significant worry for a 
number of our female participants was that their husband would be unfaithful or "not be 
careful" and bring AIDS horne to them. Another stated that one cause of the spread of AIDS 
was the multiple partners of the women. 
The best paying job available to Miskito men from interior as well as coastal 
communities is lobster diving. This job takes the married men away from wives and family 
and single men away from the influence of parents and community for extended periods of 
time giving rise to the potential for infidelity for married individuals or those in a Union 
L--
Libre relationship and sexual promiscuity for the single men. Coastal areas where the divers 
live while working were thought by the Miskito Mission Aviation Fellowship pilot stationed 
in Ahuas and one of the doctors to have a higher prevalence of HIV I AIDS because of the 
:f---
inhabitant's access to areas outside Gracias a Dios and the fact that these are port 
communities visited by sailors and merchants. 
l 
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Use of Condoms in the Community and the Influence of Government and 
Religious Organizations 
The exact date that the government began promoting condom use as the backbone of their 
AIDS campaign in Gracias a Dios is difficult to ascertain. The government did not have a 
medical presence in Ahuas until 1996 and did not begin a national AIDS plan until 1997. 
According to the Honduran Health Department Administrator, condoms are readily 
available free of charge at several locations in the villages from pulperias (small stores) to 
airports. In speaking to community members there are conflicting accounts whether or not 
condoms are used, or used properly, by the local inhabitants. The government program 
emphasizes condoms for prevention and several interviewees stated that they heard about 
condom use on the Miskito Language radio Station, WINANKA, based in Puerto Lempira. 
The unofficial position of the Moravian Church in Honduras as reflected in an interview 
with the administrator of the Board of World Missions of the Moravian Church (BWM) 
AIDS project in Honduras, is that the A and B of Abstinence and Being faithful are the 
cornerstones of their prevention program, not promoting condom use. This stance is in line 
with official Catholic Church Doctrine on AIDS. (Bate, S C 2003) The Catholic Church has 
a C also that stands for "change your lifestyle" and a D that is for "Danger of contracting 
HIV/AIDS". The predominant Christian sect in Honduras is Catholic, particularly in the 
Hispanic areas and there is a local Catholic Church in the Ahuas area. The Moravian 
Church's position in Honduras appears to be independent but possibly reinforced by 
Catholic Doctrine and based on the Honduran Moravian Churches ideas. (personnel 
communication BWM AIDS Director) There is no mandate from the Moravian Church as a 
whole against condom use. (personal communication BMW director) 
14 
Health Care in Gracias a Dios 
The Honduran Health Department in Ahuas consists of two physicians, one who is a 
• L 
permanent Health Department Administrator with an office in Ahuas, and a second short 
term recent medical school graduate who is serving her one and one half to two year 
commitment for government service before beginning residency. The short term physician 
sees patients at the Government Clinic in Paptalaya about one half hour walk from the 
Ahuas Clinic. Care at the government clinic is free. The primary source for government 
hospital care in Gracias a Dios is the clinic and government hospital at Puerto Lempira, l 
practically inaccessible to the Miskito peoples in this area except by airplane. 
The Clinica Evangelica Morava or CEM is a combination medical clinic and hospital 
with pharmacy, laboratory facilities, surgical suite, and nursing school located near the 
airstrip in Ahuas. The clinic was founded on November 18, 1930 and has been staffed by 
physicians ever since. Currently there are two native Miskito physicians and one American 
born physician staffing the clinic and hospital. All three possess a public health degree; two 
from the U S and one from Central America. All speak Miskito and Spanish fluently. All 
t-
care is free at the government clinic as compared to an "office visit" or consulta fee equal to 
approximately U.S. $1.25 at the Clinica Evangelica Morava. There is a charge also for all 
other services including medications, surgery, and lab work including HIV testing, 
approximately U.S. $1.67 at CEM. HIV testing where available at a government clinic is 
free. 
15 
The Schism of the Moravian Honduran Church and the Effect on AIDS 
Treatment 
The Moravian Church of Honduras has functioned as two separate entities for several 
years. Two reasons have been promulgated for a split in the Moravian Church in Honduras. 
The first is that younger generation Moravian ministers were voted into positions of power 
that bypassed the traditional older pastors causing the breakup. Second, the split was caused 
by differing ideas of spiritual rebirth and cleansing, and spiritual life changing through 
fasting and praying, divided the church between a "traditional" and a "charismatic" faction. 
The "charismatic' faction is the larger and recognized by the worldwide Moravian Church 
as the official Moravian Church in Honduras because it was the leadership of this group that 
had been officially elected to power by the Honduran Moravian Synod prior to the schism. 
t According to the Bishop of the Moravian Province in Honduras, there was a violent breakup 
of the church in Ahuas. In 1998 Traditionalists forcibly entered church offices with 
machetes and pistols and physically ejected him and others, taking over the offices. 
Reconciliation meetings have since taken place and tempers have cooled but the church is 
still divided. 
The physicians and most of the staff of the Moravian Clinic in Ahuas attend the 
"charismatic" church. Because community members who attended the "charismatic" 
Moravian Church were more likely to seek care at CEM, we were more likely in our survey 
to interview people who may value faith healing and were not members of the t 
L 
"traditionalist" church. People who attend the charismatic church may be more likely to 
seek faith healing for HIV/AIDS and look for spiritual means of healing illnesses as well as 
medical. The head of the "traditional" Moravian Church was visited at his horne in Ahuas. 
He stated that he would support an education initiative; however, it was not possible due in 
part to the difficulties between the two church groups to ascertain whether there may be a 
16 
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significant difference in the views on HIVI AIDS between "traditional" Moravian Church 
members as opposed to "charismatic" Moravian Church members. 
STUDY DESIGN 
A community study was designed as part of the research into developing an HIV I AIDS 
education and pMTCT program in Gracias a Dios. To find out the community members 
understanding of HIVIAIDS, a questionnaire with 13 open ended questions was developed. 
It was translated into Spanish and Miskito by a trilingual native born Miskito Registered 
Nurse. The questionnaire was developed to determine the level of knowledge that 
community members possessed about HIVI AIDS, including mother to child transmission, 
how they received this knowledge, what they felt should be done about the disease, what 
language they read, and the stigma of HIV I AIDS in the Miskito Communities. (See 
Appendix # I) This survey is a "pilot stt1dy" of a selected convenience sample of volunteer 
participants. The participants were selected from those community members who were 
either patients or family members who accompanied patients to the Clinica Evangelica 
Morava. Therefore they may not be representative of the entire community, in terms of age 
or gender, but are expected to be representative of a cross section of families who attend the 
clinic, and are suitable for the purposes of the pilot study. The goal of this pilot study was to 
+-
develop specific questions that could be administered in a reliable manner and a bilingual 
format through interpreters to members of the Miskito community. The data from this 
survey are not necessarily generalizable to all Miskito people or all Hondurans but are 
intended to establish additional evidence for the need to establish an education program. 
This same questionnaire can also serve as a useful tool to measure "trends" and outcomes of 
the effect of an education campaign later. From the answers to these questions, specific 
recommendations for an education program were developed based on the current knowledge 
17 
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of the participants about HIV I AlDS, how they received their information, and associated 
stigma in the community. 
Methods 
Beginning Friday March 251h 2005 and continuing sequential Mondays, Wednesdays, 
and Fridays through April 41h 2005 all clinic patients 20 years of age or older and all family 
members 20 years of age or older who attended the Clinica Evangelica Morava clinic were 
asked to participate in the study via a script that was translated into both Spanish and 
Miskito. During the 5 days that recruitment took place approximately 75 patients were seen 
in the clinic based on an average of 15 patients seen on a typical day. According to one of 
the physicians it is not uncommon for a patient to be accompanied by at least one family 
member. Therefore, our 32 interview participants came from a pool of approximately !50 
patients and family members, some of which were under 20 years of age. The script, 
modified from the original by an American medical student in Ahuas, (see Appendix # 2) 
explained the nature of the questions, how they would be used, and that all information 
would remain confidential. Contact information of name and community was kept on those 
individuals who consented to be interviewed. Those who agreed to participate were either 
interviewed at their home if within walking distance of the clinic, or at the clinic. The 
t-
interviews were conducted through two trilingual physician interpreters, one who was a 
native Miskito speaker who also spoke fluent Spanish and English, and one who was a 
native English speaker but who was fluent in Spanish and Miskito. Eight of the interviews 
were conducted at homes in Ahuas and neighboring Paptalaya and twenty four at the clinic. 
Both interviewers signed a confidentially agreement. All participants had a predetermined 
random number generated consent form which was translated into Spanish and explained to 
them either in Spanish or Miskito depending on their language of preference. Those that 
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agreed to participate had their consent form signed by the interpreter as agreed to by the 
UNC IRB Board. No names were recorded. Demographic information consisted of age, l 
,---
gender, community where the individual lived, marriage status (single, married, in a Union 
Libre relationship, separated, or widowed), and religious affiliation. 
All interviews were recorded on tape and field notes were recorded on each interview 
attempting to get as much verbatim information as possible. The field notes were later 
transcribed and correlated with the tapes of the interviews (one tape malfunctioned for one 
interview, but is still preserved). A final version was thus produced in English which 
correlated with the English translation of the participants Miskito and/or Spanish answers to 
the thirteen questions. The final written version was then reviewed for the most frequent 
answers of each for the thirteen questions and ideas were gathered from answers as a whole. 
The answers were then evaluated separately by categories of child bearing versus non child 
bearing age, gender, community of residence, marital status, and religion. 
Results 
i--
Of the 32 participants 26 were female and 6 were male. Average age was 39 years with 
the younger being three participants age 20 and the oldest 88. It was felt by one of the 
physicians at CEM who had been at the clinic for over 10 years that the average age in 
Ahuas was approximately 15. There were 13 married, 9 in a Union Libre relationship, 6 
single, 2 separated, and 2 widowed. Twenty five were Moravian (of either sect), 3 Catholic, 
3 Baptist, and one member of the Church of God. Eighteen resided in Ahuas, 8 in Paptlaya, l 
2 in Brus Laguna and 1 each in Wawina, Waxma, Balen, and Tukau. Of those who 
consented to be interviewed, two females who were approached at their homes declined to 
be interviewed. Several individuals who consented but who lived at least a three hour walk 
from the clinic in neighboring towns were not interviewed because of problems obtaining a 
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trilingual interpreter in that area. Other individuals from this area were interviewed at the 
clinic at the time they were visiting the clinic. 
The answers to the thirteen questions were evaluated by individual question and then by 
answers from different people in different questions. A following section is devoted to 
analyzing the answers based on demographics of age, gender, community of residence and 
religious affiliation. 
The following are the most frequent answers to the thirteen questions by the thirty two 
volunteer participants. Each individual may have cited more than one idea in their answer 
therefore the percent of responses may add to more than I 00% in some answers since each 
participant may have expressed several ideas in their answer. 
I. What do you know about the disease called AIDS? 
Number Responses Percent 
10 Did not know or understand about HIV/AIDS 31% 
9 It is a fatal disease; no medicine can cure it 28% 
7 It is caused by a virus 22% 
5 Cited signs and symptoms of HIV/AIDS 16% 
3 Transmitted by sexual relations 9% 
3 Need to prevent the disease 9% . 
+-
t 
Ten stated they either did not understand about the disease or did not know, mne 
answered that it was a fatal disease or there was no medicine to cure it and seven knew hat it 
was caused by a virus. Five cited signs and symptoms of HIV I AIDS and three each stated 
that the disease was transmitted by a virus and there was a need to prevent the disease. 
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2. Do you believe many people you are acquainted with, know about this disease? Do 
they talk about it? What do they say? 
Number Responses Percent 
6 People do not know about the disease 19% 
6 Related signs and symptoms of HIV/AIDS 19% 
5 People die from the disease 16% 
4 Most of friends do know about HIV/AIDS 13% 
3 Afraid of the disease 9% 
3 They try to protect themselves 9% 
3. Mentioned God in relation to HIV/AIDS 9% 
Six stated that people did not know abont the disease, six related symptoms and signs of 
HIV/AIDS, five stated that they know people die from the disease, four felt that most of 
their friends knew about HIV/AIDS, three said people were afraid, three that they try to 
"protect themselves" and three mentioned God in relation to the disease. 
3. What is the feeling in the community about this disease and about people who might 
have this disease? 
Number 
16 
4 
4 
Responses 
Discrimination against people with HIV/AIDS 
People are afraid of the disease 
Felt "sorry" for those with HIV/AIDS 
Percent 
50% 
13% 
13% 
Sixteen listed discrimination as a s1gn of stigmatization against those infected with 
HIV/AIDS. The stigma associated with HIV/AIDS appears to have a major impact on how 
those with AIDS are treated. Four participants felt people were afraid of the disease; four 
felt that the community felt "sorry" (same word in Miskito) for people who had the disease. 
L 
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4. How do people get AIDS? 
Number Responses Percent 
31 Transmitted by "sex" or "sexual relations" 97% 
8 Transmitted by blood 25% 
5 Mother to child (breast feeding or delivery) 16% 
4 Transmitted by contaminated tooth brush 13% 
2 kissing someone with a sore in their mouth 6% 
Thirty-one out of thirty-two knew that it was sexually transmitted, eight had heard that 
blood could transmit the disease, six knew that it could be transmitted by contaminated 
needles, and five cited mother to child transmission (three through breast feeding and two 
directly at birth). Four had heard that it could be passed by contaminated tooth brushes and 
two by kissing someone with sores in their mouth. 
5. What do you imagine it would be like to have AIDS? 
Number Responses Percent 
7 They would be sorry 22% 
5 Look to God or Christ 16% 
3 Try to educate others 9% 
2 God or Christ could cure them 6% 
Seven said that they would be "sorry", five would look to God or Christ, three would try 
to educate others, and two felt that God or Christ could cure them. 
6. Why do some people get AIDS? 
Number 
21 
9 of 21 
5 of 21 
7 of 21 
8 
Responses 
Multiple sex partners; having sex outside of 
monogamous relationship 
Men are promiscuous 
Women are promiscuous 
Either or both are promiscuous 
People do not use condoms 
Percent 
66% 
25% 
Twenty-one participants felt that it was due to having multiple sexual partners or sex 
outside of an otherwise monogamous relationship. Of the twenty-one, nine cited the male 
gender as promiscuous, five the female gender, and seven did not blame one or the other 
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specifically. Eight stated that the reason some people get AIDS is that they do not use 
condoms. 
7. Have you heard or been given any information about HIV/AIDS? 
Number 
31 
Responses Percent 
Have received information about HIV/AIDS 97% 
Thirty-one of the thirty two-participants had received information from one source or 
another about HIV/AIDS. 
8. If so, how was this information given to you and what do you remember about what 
was in this information? 
Source of information: 
Number 
17 
14 
7 
5 
4 
4 
Responses 
Clinica Evangelica Morave 
Radio (see breakdown of stations) 
Word of mouth 
Posters in town 
Written information 
Colegio (High School) 
..... 
Percent 
55% 
45% 
23% 
16% 
13% 
13% 
Seventeen individuals cited the Clinica Evangelica Morava as a maJor source of 
HIV/AIDS information, fourteen cited radio, with five naming WINANKA, the Miskito 
language radio from Puerto Lempira, two Radio America, one Catholic Radio, and four 
radio in general. Since there is no general source of electricity all electrical appliances such 
as radios require a generator to furnish electricity. Seven received all their information 
through word of mouth, two of these from persons infected with AIDS. Five had seen 
posters and four only had received written information about HIV/AIDS. Four recalled 
information they had received at school. 
l 
t-
23 
What they remembered: 
Number Responses Percent 
8 Transmitted by sex 25% 
5 Should use condoms 16% 
4 Not transmit by shaking hands, kissing, sweat 13% 
3 Will die 9% 
Although 12 of 32 cited ways that they felt HIV I AIDS could be transmitted, only 8 
mentioned sex to this particular question, though several mentioned condom use, 5, and 
others alluded to sex as a mode of transmission, take care of oneself, 3, infidelity, 1. Only 4 
individuals cited ways that HIV I AIDS would not be transmitted and 3 stated that they 
remembered that it was a fatal illness. 
9. Can you read Miskito or Spanish? 
Number 
14 
8 
4 
Responses 
Read both equally well 
Miskito better 
Not read at all 
Percent 
44% 
25% 
13% 
3 Read Miskito only 9% 
3 Read Spanish better 9% 
Fourteen stated that they could read both equally well, eight Miskito better, four that they 
could not read at all, three Miskito only, and three Spanish better. None of the participants 
stated that they could read Spanish only. 
10. What do you think needs to be done about AIDS? 
Number Responses Percent 
5 Turn to God 16% 
4 Being faithful in a relationship 13% 
4 Going to doctor or seeking medicine 13% 
' ~-:: 
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There was no prominent answer with most being single ideas from different individuals. 
Five cited turning to God, four being faithful in a relationship, and four going to the doctor 
L 
or seeking medicine. 
ll. What do you think we should do to prevent the spread of AIDS? 
Number Responses Percent 
13 Being faithful in a relationship 41% 
10 Use condoms during sex 31% 
4 Find medicines to treat or prevent HIV/AIDS 13% 
3 Educate the youth 9% 
2 Have sex only with an HIV negative tested man 6% 
Thirteen felt that faithfulness in a relationship would help prevent the spread of 
HIV/AIDS, ten felt people should use condoms during sex, four felt that finding medicine 
would help, three, education of the youth, and two women felt that they should have sex 
only with a previously tested HIV negative man. 
12. How can we help pregnant women who have AIDS to not pass the disease to their 
newborn baby? 
Number Responses Percent 
17 Do not know; think always transmitted to baby 53% 
12 Do not give breast milk 38% 
4 Separate baby from mother 13% 
3 Give medicine 9% 
3 Perform C-section 9% f-
Seventeen either did not know or felt that HIV always passed to the child, twelve cited 
not giving breast milk, four felt that the baby should be separated from the mother and three 
each cited medicines and c-section. 
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13. If someone in your village, either a child or an adult had AIDS, how would they be 
treated? Why would they be treated in this manner? 
The responses are placed into two categories; first how family or community members or 
the participant would treat the infected individual, and second what actions to discriminate 
against an HIV positive person may occur in the community. 
How family, non-family or participants treat infected community member: 
Number Responses Percent 
8 Interviewee would treat them well 25% 
6 Both family and non-family treat patient badly 19% 
4 Family only would treat patient well 13% 
4 Family only would treat patient badly 13% 
3 Non-family only treat patient badly 9% 
2 Both family and non-family treat patient well 6% 
Of the eight who directly addressed how the family would treat them, four felt that they 
would treat them well and four felt that family members would treat them badly. Three felt 
that specifically non family community members would treat them badly; six felt that both 
family and community would treat them badly, and two felt that both groups would treat 
them well. No one stated separately that non family members would treat them well. The 
eight that addressed their own feelings all felt that they would personally be understanding 
and help the sick individual. 
Ways stigma expressed: 
Number 
5 
4 
2 
1 
1 
1 
Responses 
People would not touch them 
Infected individual would be unwelcome in own house or community 
People would not talk to them 
Keep all eating utensils separate 
Hope they would die quickly 
Would not wash clothes of individual 
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Of the ways stigma would be expressed, five said people would be afraid to touch the 
infected individual, four that they would be unwelcome in their house or community, two 
that people would not talk with them, one that all serving utensils cups bowls and plates 
would be kept separate and one that they would not wash their clothes. One felt that people 
hoped that they would die quickly. Two cited a need to educate people so that they would 
not be afraid and would help people with HIV I AIDS. Other individuals cited similar acts of 
discrimination due to stigma on other questions. 
Individual themes 
Interesting themes that were expressed by more than one individual to different questions 
were: !.The clinic should supply a list to the community of the names of people who test 
positive for HIV I AIDS so that community members can avoid them and not have sex with 
them. 2. Some young people do not believe that AIDS is real and even if they do they have 
sex anyway. 3. People who are HIV positive try to have sex with as many people as possible 
because they do not want to go alone and they want to take as many people as they can with 
them. 4. HIVIAIDS is caused by witchcraft. 5. Miskito herbal medicine can either cure or 
protect you from acquiring AIDS. 6. HIV I AIDS is a plague from God. 6. Community 
members only thought about HIVIAIDS in symptomatic individuals and though some may 
understand that asymptomatic individuals could transmit the virus; this was not a major 
concern when considering sexual relations. 
Demographic Analysis 
Age grouping 20 and 30 year olds 
The mean age of newly diagnosed HIVI AIDS patients at the Clinic a Morava Evangelica 
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for 2004 was 27 years of age. The mean age of our study participants was 39 years. (Range 
20 -88) and median age was 32. 
Figure 2: NUMBER OF PARTICIPANTS BY AGE 
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Only 50% of the participants from these two decades who commented about the 
community's knowledge felt that people in the community knew about HIVIAIDS. When 
asked how they received information about HIV I AIDS, 58% of the 20 to 39 year olds 
received information from the clinic versus 46% for the older groups. Radio was major 
source of information for HIV I AIDS with 44% of all age groups stating that they had heard 
about HIVIAIDS on the radio, but in the 20 to 39 year old grouping this was only 37% 
versus 54% among the older individuals. All 4 of the individuals who cited school as a 
source were in the 20 to 39 year old cohort. Only one individual 20 to 39 years of age read 
anything about HIV I AIDS from sources other than posters at CEM. This was the only 30 to 
39 year old individual who read both Miskito and Spanish, but read Spanish better. None of 
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the 20 to 39 year olds were illiterate and all stated that they could read both Miskito Spanish 
though one stated that she had only gone through second grade. Thirty-six percent of 20 to 
29 year olds and 50% of 30 to 39 year olds stated that though they read both Miskito and 
Spanish, they read Miskito better. There was no written HIV/AIDS information available 
written in the Miskito language. 
If the females were viewed separately in the 20 to 39 year old age group (only one male 
in his 20's and one male in his 30's were interviewed), the answers to Mother to Child 
Transmission, question 12, are arguably more relevant. Thirty percent of women in the 20 to 
29 group did not know anything about mother to child transmission prevention and 29% of 
women in the 30 to 39 group did not know. Regarding medicine for prevention, 20% of the 
20 to 29 year olds and 29% of the 30 39 year olds knew. Regarding not giving breast milk 
post partum, 50% of the 20 to 29 year old females and 57% of the 30 to 39 year old females 
cited this as a way to prevent transmission. 
Gender 
~--
There were only six out of thirty-two volunteer participants who were male so that it is 
difficult to analyze and draw conclusions from such a small number. Perhaps fewer men, 
particularly young men, attended the clinic or brought family members to the clinic, or they 
~--
were more reluctant than women to be interviewed. The average age for the male 
participants was 53.5 years versus 35.8 years for the female participants. Only two of the six 
males were in the 20 to 29 age group. (See Table# 1) Fifty percent of men stated that they 
or their friends did not understand about HIV/AIDS versus 27% of women. Fifty percent of 
men received information about HIV/AIDS from the radio versus 42% of women. 
Regarding prevention, about equal numbers cited condom use, 33% of men versus 31% of 
women. Thirty-three percent of men cited fidelity in a relationship (one of these also cited 
29 
condoms) versus 42% of women as an important way to prevent the spread of HIV I AIDS. 
All the men knew that HIVIAIDS was transferred by sexual relations and none knew about 
prevention of mother to child transmission ofHIVIAIDS. 
Communities 
Fifty-six percent of participants lived in Ahuas where CEM is located. Those community 
participants who lived in Ahuas may have more contact with CEM and with community 
members who worked at CEM and may have a better understanding of HIV I AIDS. Through 
the close association ofCEM with the population of Ahuas, the HIVIAIDS educational level 
of the local population may be better than other communities. None of the fourteen HIV 
positive patients for 2004 were from Ahuas. However; thirty three percent of participants 
from Ahuas stated that they did not know or understand well about HIV I AIDS versus 
twenty nine percent from other communities. Fifty-six percent of participants from Ahuas 
heard information from CEM about HIV I AIDS versus fifty-three percent of participants 
from other communities who sought medical care for themselves or a family member. Fifty-
six percent of Ahuas participants knew about ways to protect newborns versus fifty-three 
percent from other communities. There was no significant difference in the percent of 
participants discriminating against those suffering with HIVIAIDS between people living in 
Ahuas versus other communities. It appears that seeking medical care at the clinic has the 
same benefit whether or not one lives within the community where the clinic is located. 
Marriage Status 
Of the 32 participants, 13 were married, 2 widowed, 9 in a union libre relationship, 6 
single, and 2 separated but considered themselves as single. The mean age for those married 
was 45Years. One widow was 88 and one 51 years of age. The mean age for those in a 
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union libre relationship was 28.6 years. The mean age for single individuals was 30 with a 
median age of 27 (one single individual was 59). One separated person was 57 and the other 
37. When questioning ways to prevent HIVIAIDS in question #11, the issue of fidelity in a 
relationship was cited more often by the married (46%) and union libre relationship 
individuals (33%) as compared to the single people (13%). Condom use was cited by 23% 
of married people, 44% of union libre relationship people, and 33% of single individuals as 
a way to prevent the spread of HIVIAIDS. CEM was not mentioned by singles as a place 
that they learned about HIVIAIDS, though it was common for both the married individuals 
(46%) and union libre relationship individuals (56%). Radio was a more important means of 
HIVIAIDS education for union libre individuals (67%) than married individuals (31%) or 
singles (0%). 
More single individuals stated that they read Miskito better than Spanish (50%) compared 
married individuals (15%) or those in a union libre relationship (22%). Yet even with this 
group being potentially at higher risk for HIV I AIDS, there is not any written HIV I AIDS 
information in the Miskito language. 
Differences in religious sects 
No differences among the various Christian sects were defined. All individuals stated a l 
definite Christian Church affiliation with 78% citing the Moravian Church. This is to be i 
expected since participants were chosen from those who attended the Moravian medical 
clinic. 
Potential Biases 
There are three prominent areas where bias was inherent in the study design and process. 
Perhaps the greatest area of bias occurred in the selection of the participants. As noted the 
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Moravian Church has broken into two factions with the epicenter of this schism in Ahuas. 
The doctors and some staff at the Clinica Evangelica Morava where participants were 
recruited are associated with the more charismatic part of the church which believes in faith 
healing. The patients who are members of the "charismatic" branch of the church may be 
more likely to use the clinic and therefore be more likely to be recruited for the study. All 
participants were either patients or family members who accompanied the patients to the 
clinic on the prearranged days. These people were either more likely to have medical 
problems or be females who would accompany children or parents to the clinic. In addition 
young healthy individuals, who may be most at risk to acquire HIV/AIDS, particularly 
males, would be more likely to be excluded from the study because they would be less 
likely to have reason to visit the clinic. The Moravian Clinic charges a fee for consultation 
as compared to the Honduran Government Clinic in Paptalaya, about 30 minutes walk 
away. CEM may therefore attract people who could or would be able to pay money for their 
doctor's visit or have a long standing association and loyalty to the clinic or the doctors at 
the clinic. In addition the participants may be more likely to believe in conventional medical 
care as compared to Miskito herbal medicine as shown by their seeking care at the clinic or 
they may have worse diseases that were recalcitrant to a local healer's care. 
Those community members with little knowledge of the disease or lower educational 
4--
level may be less likely to agree to participate in the study because of embarrassment. 
Hospital employees or nursing students who came as a patient or as a family member on the 
selected days would be more likely to volunteer because they are proud of their medical 
knowledge or they may feel an obligation to participate. In addition those individuals with 
more education, older and with a stable family life may feel less intimidated by possible 
stigmatization to answer questions about HIV/AIDS. 
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The recruitment of interviewees may be considered convenience sampling smce the 
sample was not necessarily reflective of the local population as a whole for reasons noted 
above and may not reflect all of Gracias a Dios as discussed later. The investigator could 
not personally supervise the exact way people were recruited and factors of personal 
relationships with hospital staff may have played a role in their being asked to participate or 
the participants willingness to participate. 
Two individuals who had agreed to be interviewed dropped out of the participant pool at 
the time that they were approached at their house to be questioned. Both were females in the 
twenty to forty year old age range with children, living with a partner or husband. In 
addition several individuals who lived in neighboring communities three hours walk away 
and had consented to the study while at the clinic were not interviewed because of a lack of 
a trilingual interpreter available in this area. Their responses may have been vastly different 
from the rest of the interviewees though other females with similar demographic 
characteristics were interviewed. 
Because the age constraints of participants (average 39 with the younger participants 20 
years of age), the ideas of much younger and possibly sexually active (two HIV positive 
individuals at Ahuas in 2004 were 15 years of age) community members were not solicited. 
The ideas of this younger yet very important age group may be considerably different than 
those interviewed, 20 years of age and older. 
In addition to selection bias, translator bias may have come into play. Both trilingual 
interpreters, by necessity were the physicians at the clinic who were both M.D.'s and had 
MPH degrees. In any interpretation of a second language exact meaning may be lost either 
because it cannot be conveyed to the second language or because of the interpreter's lack of 
understanding one of the two languages. One M.D.'s native language was Miskito and the 
other English with Spanish being a second language for both. Because of their strong church 
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affiliation, respondents may have suppressed certain answers particularly as related to use of 
condoms and emphasized religious values. The physician translators of the Miskito 
language may have been couched in more medical jargon or western normative thought 
patterns than intended by the participants. 
A third possible bias is investigator bias. The investigator choose questions to be asked, 
selected the method of recruitment, and was supported by the Board of World Missions of 
the Moravian Church. This was done through an ideology of western normative thought and 
science background with only one previous visit to the region. 
External Validity/Generalizability of Results 
Ahuas is an inland, primarily Moravian Miskito, community situated near two rivers. 
Other Miskito communities are either more isolated communities further up river or less 
isolated down river or along the coast. Those along the coast have more contact with non-
Miskito people particularly Spanish speaking Hondurans and Columbian drug runners who 
move narcotics through this area along the coast and up the rivers. Two Miskito persons of 
influence (one clinic physician and the mission pilot who came from the coast) who resided 
m Ahuas and who had frequent contact with other areas in Gracias a Dios, felt that 
HIV I AIDS was more prevalent on the coast and less prevalent inland. 
Ahuas is unique in that it has had a medical clinic since 1930 and the community 
members are more likely to be knowledgeable about HIV/AIDS because of medical 
lectures, video tapes and posters at CEM. There is a close association with medical 
personnel in Ahuas who work at the clinic and hospital and live in the community. Fifty 
three per cent of the participants cited CEM and its personnel as either the only or a major 
source of information about HIV/ AIDS. Individuals in other communities who do not have 
access to CEM or another center of medical care may have significantly less knowledge of 
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or perhaps misinformation about HIV I AIDS. Ahuas also has frequent English speaking 
Moravian groups from the U.S. visit for projects. Lack of ability to communicate in the 
Miskito language by the English speaking groups may minimize their influence. 
Therefore the responses given by people in this area, though likely to closely mimic other 
Miskito communities may differ in some ways and may not be completely generalizable to 
all Miskito communities in Gracias a Dios. In addition ideas presented by community 
members associated with the "Charismatic" Moravian church which may not reflect 
members of the "traditional" break away sect or Catholics, Baptists, or members of the 
Church of God, though several non- Moravian Christians were interviewed. In addition the 
ideas generated from interviewing community members age 20 and older may not reflect 
those of much younger sexually active individuals who are at high risk for acquiring 
HIV/AIDS. 
Potential Harms of Study 
Possible harm from this study may occur to the participants in three ways. First by being 
asked to participate they may worry that the physicians at the clinic believe that they, a 
family member or an acquaintance has HIV/ AIDS. Despite being assured at least twice 
f-
about this during the recruiting and interview process, doubts may persist. Second, 
HIV/AIDS carries considerable stigma within the community. The participants were told 
that they could speak freely about the interview. Even though a certain amount of 
confidentiality could be kept about the interviews, in a small Miskito Community everyone 
quickly knows everyone else's activities and misconceptions by community members 
passed from house to house may cause the Participants embarrassment or the risk of being 
thought to have HIV/AIDS by community members. 
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This was demonstrated when two women were approached at their house for their 
previously agreed upon interview. In front of their husbands, who appeared at first a bit 
suspicious and angry, the women were mute and declined to participate. The husbands were 
assured that the only reason that the wives were to be interviewed was that they were either 
patients or accompanied patients to the clinic on a certain day. It is possible that jealousy, 
suspicion of fidelity and thoughts that the wife could have HIV/AIDS may cause marital 
strife and possible physical or emotional and mental harm to the wife. 
A possible third harm could occur when incorrect answers were given by the participant 
to the questions and not corrected by the physician interpreter, possibly reinforcing 
misconceptions about HIV/AIDS. 
DISCUSSION OF STUDY 
HIV/AIDS Education Program 
Suggestions for an education campaign are based on interviews and community 
participant's answers in the study. Although ninety-seven percent of the community 
participants stated that they knew that HIV was transmitted by sexual relations, thirty-one 
percent felt that they did not know much or understand about HIV/ AIDS. Fifty percent of 
interviewees cited stigma as a major problem for HIV positive people in the community. 
Fifty-three percent of participants felt that there was nothing to be done to help prevent 
transmission ofHIV from mother to child. 
Achieving an effective and sustainable campmgn to not only educates people about 
HIV/ AIDS but to dispel misconceptions and stigma, is difficult to develop and measure. It 
has been shown that behavior modification and hence behavior implementation in 
HIV/AIDS in a third world country can best be achieved through a multimedia approach 
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where the message reaches the target audience from multiple sources at multiple points in 
time. (Kiwanuka-Tondo, J and Snyder, L B 2002) Several different vehicles, times and 
modes of communicating a message of behavior initiation or modification are listed below 
as ways of informing and educating the Miskito community members about HIV/A!DS. 
Language and Content of Written Material 
HIV /AIDS pamphlets and posters are written primarily in Spanish. Because the Miskito 
language is the most commonly used language in the Miskito community, HIV/AIDS 
material written in both Miskito and Spanish should be made available and accessible 
throughout all Miskito communities m Gracias a Dios. These should take the form of 
picture books with simple and truthful statements about transmission of AIDS, facts to 
reduce stigmatization of HIV positive individuals emphasizing the A and B of the ABC 
HIV I AIDS program, Abstinence and Be faithful. (The government health department can 
distribute information on the C of the ABC Program emphasizing Condom use.) By 
emphasizing the A and B aspects, an education program is more likely to be approved by 
the Miskito Pastors and the Honduran Moravian Synod and would compliment the 
Honduran Department of Health's emphasis on condom use. Posters that are currently only 
in Spanish need to be translated into Miskito, using the same graphics. t 
L 
Community Education 
Community education needs to be conducted by knowledgeable individuals who 
themselves have undergone a systematic HIV/AIDS training course. Pastors of the churches 
(including both sects of Moravians, Catholics, Baptists and the Church of God) form a 
broad network to disseminate information to most of the population, even to those in 
relatively inaccessible areas. Important areas among others to be covered based on the 
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community interviews are, correct modes of transmission, lack of symptoms in those 
infected who may be contagious, and facts about stigma. Compassion for those infected 
with HIV I AIDS and factual information about HIV I AIDS to reduce stigmatization of HIV 
positive individuals should be major themes for the church pastors. Groups of Moravian 
church women called the Hijas del Rey may be a resource for community education as well 
and may be included in a formal education process. The Board of World Missions has set 
out a potential plan for a church educational project and tentative ideas regarding medical 
interventions for Honduran Moravians. (Honduras HIVIAIDS Proposal- February 2005 
Appendix #3) 
Parents need to be educated about HIV I AIDS so that they can educate their children at 
home. In the Ahuas area 53% of those interviewed stated that they received a major portion 
of their information, or their only information from, the Moravian clinic or clinic personnel. 
Unfortunately community members who cannot travel to CEM for medical care need a 
similar resource. Currently the Ahuas Mission Aviation Fellowship pilot takes religious 
VHS tapes and a generator to isolated communities where he can land his one engine plane. 
Playing the tape initiates dialogue with the community members. In an interview with the 
pilot, he requested a Miskito language tape or CD about HIVIAIDS that he can show at 
these events. This same tape can be shown in the clinic in Ahuas or in other communities 
that have generators. A free "movie" of any sort can be a major center of community 
interest and entertainment as noted by a large audience constantly watching health and 
religious videos in the CEM waiting room. A culturally appropriate Miskito Language 
HIVIAIDS tape can be made in the U.S. as there are several native speakers in Winston-
Salem, North Carolina and Miami, Florida. 
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Role of Schools 
Only four of the eleven 20 to 29 year old participants related any information they 
received at school. HlV/ AIDS education needs to be emphasized in local schools beginning 
in fourth grade prior to onset of possible sexual activity. This should be an ongoing weekly 
part of a health education effort. Government Health Department physicians in consultation 
with laypeople should hold training seminars for all teachers, presenting the material in a 
factual and culturally appropriate manner sensitive to the ages of the school children who 
will receive the information. 
Peer education 
Peer education can be an important part of a behavior modification or implementation 
program for both the educator and those that he/she is educating. High school students 
should be recmited to help teachers with the HIV I AIDS education process. The peer 
relationship could extend into sports and after school activities. Older children are often 
looked up to and listened to by younger children and may have a major impact on children's 
future behavior. George Rutherford in his AIDS 2002 Conference report cited a study that 
showed that peer education is an effective AIDS prevention method. (Rutherford, G. W. 
2002) 
Role of Nursing School 
There is a nursing school in Ahuas at CEM. The nursing students as part of their public 
health curriculum could conduct scripted HIV I AIDS education talks to community families 
at their homes and reach communities that are within a three hour walk on weekends. This 
would reinforce the HIV/AIDS information to the nursing sh1dents, teach them about public 
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health and provide a community education service that the nurses could carry on after 
graduation. 
Radio 
Fourteen participants of thirty two cited radio, particularly WINANKA, the Miskito 
language radio from Puerto Lempira as a source of information regarding HIVIAIDS. This 
is a media whose HIVIAIDS message reaches adults of all ages, though surprisingly radio 
was not cited by any single individuals as a source of HIVIAIDS information according to 
our survey, Our target population is from ages twelve to fifty five. (The younger HIV 
positive tests at Ahuas in 2004 were two 15 year olds who may have been HIV positive for 
several years and the older, two 55 year olds.) It may be best to segment this population into 
age specific target groups and sponsor age appropriate radio shows with HIV I AIDS 
prevention messages. These messages should air several times a week at times that each age 
group is likely to listen to the radio as determined by a survey similar to the current survey. 
Costs and current radio programs will need to be evaluated as well as possible surveys in 
other communities, particularly among those not married and not in a union libre 
relationship since single individuals were least likely to receive HIV I AIDS information 
from a radio source. 
Health Fairs 
Finally Ferias de Salud or health fairs may be an important way for the CEM staff to 
make a joint effort with the health department physicians to educate community members. 
Written Miskito and Spanish language information about HIVIAIDS as well as other 
diseases may be distributed. A health fair could be held twice yearly and include family 
Polaroid photographs to reinforce the family unity and message of "be faithful". Included in 
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the fair along with screenings should be the diver's association booth that could reinforce 
the dangers ofHIV/AIDS. 
To initiate an educational program, approval and coordination by the Miskito community 
members and the Honduran Moravian Church is essential. Ideas for an education campaign 
and content of pamphlets, scripts and radio messages need to be formally presented to the 
Moravian Church Synod and other involved church groups as well as involving the local 
Honduran Health Department and community members for a coordinated educational effort. 
pMTCT Program 
Overview 
In addition to a general HIV I AIDS education program the survey demonstrated a lack of 
understanding among all age groups and especially among men regarding possible reduction 
in the number of infants born with HIV to HIV positive mothers if given pre and postnatal 
medical care and not breast fed. This is important in an area where an unknown number of 
women give birth without prenatal physician care and HIV testing. A prevention of mother 
to child transmission (pMTCT) program needs to be established in Gracias a Dios to reach 
all pregnant women. 
The World Health organization has set forth goals that should be followed in a pMTCT 
program. The WHO four part program is: 
I) Primary prevention of HIV infection among women and their partners 
2) Prevention of unintended pregnancies among HIV infected women 
3) Prevention of HIV transmission from HIV -infected women to their children 
4) Provision of treatment, care and support for women living with HIV/AIDS, their children 
and their families 
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Because of cost constraints on the Moravian Clinic, the poverty of the community 
members, the lack of transportation infrastructure in Gracias a Dios and lack of medicine 
and medical support from the Honduran Government it is at present impossible to fully 
implement the WHO pMTCT program. A combination of a church education program as 
outlined emphasizing abstinence and faithful monogamy in concert with a Honduran Health 
Department Program stressing safe sex and condom use will hopefully help prevent HIV 
infection. Careful monitoring and treatment of STD's by both Government and Non 
governmental Organization (NGO) health care workers should help decrease the rate of 
transmission also. At the current time it is unknown what steps are being taken to prevent 
unwanted pregnancies in HIV infected women and a systematic program of identifying HIV 
positive women and counseling them regarding future pregnancies needs to be 
implemented. 
Medical Testing and Treatment 
At present prenatal testing for HIV is done at primarily at three sites in Gracias a Dios: 
Palacios, Puerto Lempira, and Ahuas. These sites are inaccessible to many pregnant women 
in Gracias a Dios who cannot make the trip either because of lack of transportation, or they 
do not have the finances to travel and pay for their and their family members expenses and 
any extra costs of medical care. Those pregnant women living some distance from a testing 
center who are unable to travel will not receive testing and medication prepartum for 
themselves and post partum for their baby. The current government regimen is for ZDV 
beginning at 35 weeks for the mother and postpartum for the child; however supply of 
medication at government clinics can be sporadic according to one of the Moravian Clinic 
physicians. The patients are then sent to CEM for treatment. The regimen at CEM is 
prepartum oral Nevirapine for the mother and post partum oral Nevirapine for the baby. 
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This regimen is currently under review since the current Honduran government regimen is 
ZDV. The high rate of resistance development from a single dose is also a considered 
+--
factor; however, lack of transportation, communication, and of access to prenatal care make 
Nevirapine therapy logistically much easier to implement. The regimen at the NGO Bayan 
Hospital in Palacios is not known. Since many pregnant women deliver at home, one option 
may be to teach native midwives who work in Gracias a Dios to administer HIV tests and 
refer appropriate patients. 
Program Proposal 
Because of the unique transportation problems associated with river travel in the six 
municipalities in and surrounding Ahuas, a special mobile pMTCT program has been 
suggested by one of the doctors at the Moravian Clinic. (see appendix #4) The area includes 
the municipalities of Wampusirpi, Ahuas, Brns Laguna, Juan Francisco Bulnes, Cauquiro, 
and Recuperada. This area incorporates 58 villages including two current HIV tests centers 
at Palacios and Ahuas but does not include Puerto Lempira. The program would consist of 
one physician, two LPN's and one RN who would travel by plane and boat to the 58 
villages on a regular basis and test for HIV in pregnant women in these villages. The costs 
include transportation by boat and air, medical personnel, HIV tests, gloves and syringes, 
supplemental milk (duration not specified), transportation, room and board and tents as 
necessary. 
Ongoing monitoring and counseling of HIV positive women can be accomplished by this 
medical team as they rotate from village to village to help HIV positive women make 
choices on fi1rther pregnancies and contraception, and monitor HIV infected children. In 
addition this team can function to counsel mothers, if feasible, to avoid breastfeeding, on 
proper nutrition, how to properly prepare formula and monitor adherence on a regular basis. 
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In addition this team can function as an HIV I AIDS teaching team for isolated villages as 
part of a broader prevention program. 
~-
Potential Future Outcomes/Evaluation Analysis 
Outcomes analysis of the education campmgn can be achieved through a similar 
interview process to measure trends. Once a pMTCT program is established, prevalence 
data for pregnant women can be established and used as a baseline to measure effectiveness 
of education program and to establish true prevalence data for the Miskito population, one 
method used by UN AIDS for subset populations. (Ghys, P D et. al. 2004) The effectiveness 
of a pMTCT program can be measured by following the percent of pregnant women tested, 
the percent offered appropriate prevention treatment for themselves and their newborn, and 
the percent using formula for feeding. It is important to make these programs culturally 
appropriate and sustainable. 
Conclusions 
The survey developed in this study is a part of a "pilot study" of a selected convenience 
sample of patients- the goal was to develop specific questions that could be administered in 
a reliable manner and a bilingual format through interpreters to members of the Miskito 
community. The data from this survey are not necessarily generalizable to all Miskito 
people or all Hondurans but are intended to establish additional evidence for the need to 
establish an education program. This same questionnaire can also serve as a useful tool to 
measure "trends" and outcomes of the effect of an education campaign later. From the 
answers to these questions, specific recommendations for an education program were 
developed based on the current knowledge of the participants about HIV I AIDS, how they 
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received their information, and associated stigma in the community. From this survey and 
interviews with other members of the Ahuas community, specific suggestions were made to 
develop and implement an effective and sustainable education campaign. In addition in 
concert with this campaign and as part of it, a plan for a mobile pMTCT program was 
presented to be funded and implemented in this area where transportation is difficult and 
many women give birth without benefit of medical care or being tested for HIV I AIDS. 
HIV I AIDS is a serious and growing deadly menace to the Miskito Peoples in Gracias a 
Dios, Honduras. Cooperation between the Government Health Department and the 
Honduran Moravian church and other non-governmental organizations (NGO's) is essential 
in curbing the tide of disease. From our interview process it appeared that some community 
members either do not understand basic facts, or have misconceptions about HIV I AIDS. A 
number of other areas affecting HIV/AIDS in Gracias aDios have not been evaluated in this 
thesis such as equality of women in Miskito society and issues of poverty and its effect on 
HIV/AIDS. Further study needs to be done in a number of areas as well as monitoring 
ongomg programs. 
A multipoint of origin systematic education campaign, involving cooperation among the I 
Honduran Department of Health, the Moravian Church of Honduras other NGO's and the 
Miskito community members, needs to be organized, fully funded, and implemented. All 
information needs to be communicated in Miskito and Spanish in a culturally appropriate, 
and age and educational level appropriate manner. Community members need to be 
involved in all stages and facets of development and implementation. The church should 
follow its conscience in education by emphasizing abstinence, being faithful, and perhaps 
change of lifestyle and the Government Health Department should be involved with 
teaching about condom use in a respectful and culturally appropriate manner. Information 
should be disseminated that is truthful and accurate. 
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Epidemiological data is essential to understanding the prevalence and incidence of 
HIV I AIDS in Gracias a Dios. A mobile pMTCT program such as suggested hy the 
L 
physicians at CEM would give the first prevalence data for this area. The prevalence data 
would allow the government to understand more clearly the extent and severity of 
HIV/AIDS in Gracias a Dios. The Department of Health should be given adequate 
antiretroviral medication for this program as well as diagnostic equipment to test every 
pregnant female. 
The Honduran Secretary of Health has published a National Strategic Plan to Fight 
HIV/AIDS. (Contrasida Plan Estrategico Nacional de Lucha Contra el VIH/SIDA 2003.) In 
the plan the government talks about breaking the vicious cycle between poverty and AIDS. 
It is important for the government to bring medical care equal to the rest of Honduras to this 
department where there is so much poverty. The diagnosis ofHIV/AIDS is a death sentence 
in Gracias a Dios. Facilities for treatment of those already infected need to be set up at the 
Government Hospital in Puerto Lempira and later other areas of need. A great deal of work 
needs to be done to give the Miskito Peoples equality of medical care in Honduras and 
equality of medical care with their brothers and sisters in the Moravian church. 
The need for a comprehensive education program among the Miskito Peoples was 
reinforced by the survey conducted in Ahuas. More important, the survey, which has been 
L 
piloted on a select convenience sample, provides a tool that can be used to evaluate the 
impact of an HIV/AIDS education program and look at future trends in HIV/AIDS 
awareness among the Miskito People. As such it maybe an important tool to fight 
HIV/AIDS for the Miskito Peoples in Nicaragua as well as in the National Strategic Plan at 
the local and perhaps national level in Honduras. 
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Table# 1 I Demographic Data on the 32 volunteer study participants 
' I --~-------L I , -----;--~~----: -------·-! Age 1 Gender Community I Marriage status Religious Affiliation 
··-···-·-
__ t i I _, __ 
----
1 57 !Male Ahuas 1 Single/separated __ Moravian 
!Female 
='---- ----2 21 Ahuas I Single Moravian 
----------
3 44 'Female Ahuas Married Moravian 
-- ------
4 32 Female Ahuas Married Moravian 
---·-·-
5 30 Female Ahuas Married Moravian 
- ··---·----6 42 Female Ahuas Married Moravian 
7 24 Female Ahuas Union Libre Moravian 
8 30 Female Ahuas Single Moravian 
---~ 
_____ ,,_ 
'Female Moravian 9 88 Paptalaya Widow 
10 74 !Male jPaptalaya Married Moravian 
----~-
··3a[i'emale IPaptalay13 
----
11 Married Baptist 
12 ----~~ -~~~ale Paptalaya Union Libre Moravian 
. ' -1~~~::- Union Libre Catholic 13 -14 25 jFemale Union Libre _ B_fltJtist 
16 I 25 !Male Ahuas ~inl:Jie Church of God 
16 J~~-1 ~=~:~: Tukau Single Moravian 17 Ahuas Married Moravian 
-----.--;;- - ··----18 31 I Female Paptalaya Married Moravian 
--
19 20 !Female Wawina Single Moravian 
20 I 51 !Female Ahuas Widow Moravian 
·--··-· ·-----
21 I 59 i Fer11a1e Ahuas Single Moravian 
---- " 
22 37 !Female Paptalaya SinJliE)/Separated Baptist 
----
23 23 iFemale Balen Union Libre Moravian 
----
------------
i Union Libre 
-·- ---
24 28 ;Female Ahuas Moravian 
25 40 :Female IAhuas -----1 Union Libre Catholic 
... _ 
--
26 43 !Female Ahuas I Married Moravian 
27 20 jFemale Paptalaya I Union Libre Catholic 
28 45 I Female Papt13laya I Union Lfbre Moravian 
-
29 58 ]Male Waxma !Married Moravian 
30 75 IM'ale Ahuas _______ j Married Moravian 
31 60 !Female Brus Laguna I Married Moravian 
32 28 I Female I Brus Laguna I Married Moravian f-
Appendix# 1 
INTERVIEW QUESTIONS: Mother to Child Transmission of AIDS 
Program for Miskito Indians in Northeast Honduras 
English: 
1. What do you know about the disease called AIDS? 
2. Do you believe many people you are acquainted with, know about this disease? Do they talk 
about it? What do they say? 
3. What is the feeling in the community about this disease and about people who might have this 
disease? 
4. How do people get AIDS? 
5. What do you imagine it would be like to have AIDS? 
6. Why do some people get AIDS? 
7. Have you heard or been given any information about HIV/AIDS? 
8. If so, how was this information given to you and what do you remember about what was in 
this information? 
9. Can you read Miskito or Spanish? 
I 0. What do you think needs to be done about AIDS? 
11. What do you think we should do to prevent the spread of AIDS? 
12. How can we help pregnant women who have AIDS to not pass the disease to their newborn 
baby? 
13. If someone in your village, either a child or an adult had AIDS, how would they be treated? 
Why would they be treated in this manner? 
SPANISH 
I. Que sabes aeerca de Ia enfermedad que se llama SIDA? 
2. Crees que muchas personas que tu conoces saben algo aeerca de esta enfermedad? Ellos 
hablan acerca de Ia enfermedad? Que dicen? 
3. Cual es el sentimiento de Ia comunidad acerca de esta enfcrmedad y acerca de las 
personas afeetadas por Ia enfermedad? 
4. Como contrae Ia gente Ia enfermedad del SIDA? 
5. Como piensas que scria tener SIDA? 
6. Por que es que algtmas personas contraen el SIDA? 
7. Has escuchado o alguien te ha dado informacion acerca del VIH I SIDA? 
8. Si es asi, como tc fue dado esta informacion y que recuerdas acerca de esta informacion? 
9. Puedes leer cl Miskitu o el Espana!? 
10. Que piensas que se debe hacer acerca del SIDA? 
II. Que piensas que tenemos que hacer para prevenir el avance del SIDA? 
12. Como podemos ayudar a las mujeres embarazadas que tienen cl SIDA para no pasar Ia 
enfermedad a sus tiemos? 
13. Si alguien en su aldea o pueblo, sea nino o adulto, tuvicra el SID A, como trataria Ia gente 
a ellos? Porque les tratarian de esta manera? 
t 
i 
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MISKITU 
J. Man SIDA dukiara dia tanka brisma? 
2. Mam lukisma upla ailal, man kakaira nani brisma ba, naha sikniska dukiara tanka brisa? 
Witin nani sikniska dukiara aisi bangwisa? Dia wisa? 
3. Man tauankamra upla nani naha sikniska dukiara dia luki bangwisa, bara SIDA bri uplika 
nani dukiara nahki ai dahra walisa? 
4. Upla nani nahki SIDA sikniska ba alkisa? 
5. SIDA sikniska bri kaia ba nahki kabia lukisma? 
6. Dia muni upla kum kum ba SIDA alkisa? 
7. Man pat SIDA dukiara smalkanka nani walram sa, apia kaka SIDA dukiara ulbanka nani 
ba upla bui manra maikan saki? 
8. Baku sa kaka, baha tanka nani ba dia natkara maikan bara baha dukiara dia pali kupiam 
krauisa? 
9. Man Miskitu apia kaka Ispail aisi kaikisma? 
10. SIDA dukiara dia daukaia sa lukisma? 
1 J. Bara SIDA sikniska ba kau pawi wabia apia dukiara yawan dia pali daukaia sip saki? 
12. Yawau mairin kwihra nani, SIDA bri bangwi ba, witin nanira nahki help munaia sip sa, 
baha sikniska ba ai luhpia si1pi nanira lakbia apia dukiara? 
13. Man tauankamra upla kum- tuktan apia kaka almuk- SIDA sikniska bri kabia kaka, 
upla nani bui witn nanira nahki munbia? Dia muni baha natkara munbia? 
t--
[ 
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Appendix# 2 
English Script 
Script for AIDS interviews: 
A disease called AIDS is infecting people here in Gracias a Dios. To teach people in 
this community and surrounding communities about AIDS and how to prevent it, we 
need to know what people in the community have already heard about it. 
Dr. Philip McKinley who is a Moravian Church Member from the United States and 
who worked here several years ago, is coming back to talk with people so he can 
understand what people know about AIDS. He would like to talk with you through an 
interpreter for about an hour to learn what you have heard about AIDS. Your identity will 
remain completely confidential and only Dr. McK.inley and the interpreter, who has 
signed an agreement not to reveal any information, will be able to identify you with what 
you say in your meeting. Would you be willing to speak with Dr. McK.inley? May we 
give your name and information about how to contact you to Dr. McKinley and his 
interpreter? 
Spanish Script 
Entrevista sobre el SIDA: 
Una enfermedad que se llama el SIDA esta infectando a Ia gente aqui en Gracias a 
Dios. Para ensefiar a esta comunidad y a las comunidades alrededor acerca del SIDA y 
como prevenirlo, necesitamos saber lo que Ia gente de Ia comunidad ya se han escuchado 
acerca de Ia enfermedad. 
El doctor Philip McKinley, quien es miembro de Ia Iglesia Morava en los Estados 
Unidos, y que ha trabajado aqui hace varios afios, esta regresando aqui para hablar con Ia 
gente para asi entender lo que Ia gente ya sabe acerca del SIDA. A elle gustaria hablar 
con us ted por medio de un interprete por mas o menos una hora, para aprender lo que 
usted se ha escuchado acerca del SID A. Su identidad quedani estrictamente confidencial 
(no se lo dira a nadie nada de lo que us ted habla aqui ni se mencionara el nombre suyo) y 
solamente el doctor McKinley y el interprete, el cual ha firmado un acuerdo de no revelar 
ninguna informacion, podra identificarle con lo que se ha hablado en su reunion. 
i,Tendrii usted Ia voluntad de hablar con el doctor McKinley? 1,Podemos dar el 
nombre suyo y tambien Ia informacion acerca de como contactarle, a! doctor McKinley y 
a su interprete? 
L 
Miskitu Script 
SIDA aisanka tanka nani: 
Siknis kum, SIDA wi ya ba, Gracias aDios uplika nanira kama prnkisa. Yawan 
wan uplika nanira naha sikinika dnkiara smalkaia sa kaka, yawan pas laura un takaia sa 
witin nani naha sikniska dukiara pat dia alia walan sa. 
Daktar kum, nina Philip McKinley, witin Stetsra Morevian daknika uplika kum 
sa, bara witin pat mani kum kum luanra nara bal wark wiria takan kan ba, kli balan sa 
upla nani aiknki aisaia dukiara. Witin nu takaia want sa upla nani ba SIDA dukiara pat 
dia nu sa, dia pat walan sa. 
Witin brinka sa man wal aisaia, bara upla wala kum bui ai aisanka nani ba 
Miskitura laki kabia man tanka brima dukiara. Bara laki uplika ba sin pat wauhtaya kum 
firmar munan sa, witin wisa man dia aisama ba uplara wibia apia, man tankam nani ba sin 
aisabia apia. 
Man aitani lukisma doctor McKinley aiknki wira aisaia? Yang nani sip sna ki 
man ninam ba witinra yabaia, bara witinra wiaia nahki mai pliki mai sakaia sip sa, laki 
uplika ba bak ki? 
Revised and shortened recmitment script by CEM for CEM use: 
PROGRAMA DEL SIDA 
TRANSMISSION DE MADRE A HIJO 
Se le invita a participar en una investigacion que se llama "Madre a Hijo Transmision de 
Sida, Programa para Indios Mismitos en el Norte y este de Honduras". El proposito del 
estudio es entender lo Ia gente ha oido, los conocimientos, sobre VIH y SIDA y como 
podemos ensefiar Ia gente sobre esta enfermedad. Queremos prevenir esta enfermedad en 
los hijos con madres con SIDA en Gracias aDios, y segun los resultados del estudio se 
van a ayudaros. No le estamos invitando porque usted tiene SIDA o porque le conoce a 
alguien qui en tiene SIDA, pero solamente queremos saber su opinion sobre esta 
enfermedad. Para el estudio, hani una entrevista que dura mas o menos 20 minutos. Este 
entrevista sera muy privada y toda la informacion sera confidencial (los entrevistadores 
no van a hablar de lo usted dijo). Ellider del estudio se llama Dr. Philip McKinley, de Ia 
Universidad de North Carolina, y las entrevistas van a ocurrir en dos semanas. 
t 
Appendix# 3 
Honduras HIV/AIDS Proposal- February 2005 
This proposal looks at the next 3 to 5 years. The constraint is that there will be a change 
in leadership with the upcoming synod in May. Current leaders are supportive of many 
of these suggestions. Short-term refers to development in the next 2 years and long-
term looks at development in the 3'd to 51h years. It is hoped that funding can be sought 
to cover several of these pieces. 
Pastoral! church leader education 
Short-term 
1. regional pastor/leader conferences 
• at least 3 separate conferences 
• 1-2 day 
• content: what is HIV/AIDS, modes of transmission, high risk groups, ABC) 
prevention strategies, how to talk about it; Biblical foundations; McKinley 
survey results; methods for teaching your congregation; dealing with stigma; 
caring for someone with AIDS 
• anticipated cost: $30-35 per person, includes transport, meals 
• include pastors, women's group leaders, Christian education leaders 
• next steps: 
Long-term 
a. agreement with Honduras PB 
b. Honduras contact person (?Norvelle) 
c. person to lead the conferences (Honduran?) 
d. curriculum development in conjunction with Honduras contact 
e. decision about when and where (include both groups) 
f. more definitive cost estimates, numbers of persons (use pastoral 
retreat info) 
g. Honduran to manage expenses/ accounting (Materciano?) 
1. theological education curriculum 
2. regional community resources 
• have 1 or 2 persons delegated to train as experts and resources to 
congregations 
• send persons to government training sessions and connect them with public 
health resources 
• consider volunteer time in Tanzania? 
• provide for annual congregational/ regional visits to update information 
King's Daughters education 
Short-term 
1. develop Bible study for discussion among women; could also be used at monthly 
prayer meetings 
2. have women's leaders participate in pastoral training sessions 
Youth education 
Short-term 
1. have regional youth conferences to discuss the issues 
2. develop youth/ children educational material for Sunday School 
3. have ongoing educational resources for Christian education teachers 
I 
t 
Long-term 
1. consider youth projects for HIV/AIDS in community 
Medical Interventions 
Short-term 
1. PMTCT expansion 
• develop mobile testing and management program 
• increase the duration of milk provision to newborns of HIV+ women 
• develop education, counseling regarding mother-child transmission 
• next steps: 
a. develop communication lines with Regional office, with differentiation 
of roles 
b. get required certification for HIV testing 
c. get letter of approval for Ahuas Clinic HIV program 
d. calculate costs: flight is $125-150 per hour; longest flight 1 hr one-
way; number of flights and frequency (?q3mo ); test kit costs, 
estimated number of patients seen, staff costs (2 nurses, 1 MD) 
e. consider HIV+ f/u with medication and milk, medication costs, milk 
costs 
2. Safety for health personnel 
• develop disposable needle program 
• next steps: 
a. estimated glove/syringe/needle costs are $1600/year 
b. calculate actual costs, given decreased staff costs 
c. determine funding sources 
d. determine transition timing 
Long-term 
1. develop program to provide anti-retroviral treatment 
• acquire appropriate laboratory tests and skills 
• insure adequate access for medications 
• develop educational/ management procedures 
. 
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Appendix#4 
ESTIMATED COST FOR MOBILE PMTCT PROGRAM 2005 
Number Cost$ 
Municipalities (note Cauquira and Recuperada 6 
1----
are combined below for this report) 
Total number of villages 58 
QUARTERLY COSTS FOR MUNICIPALITIES 
Medical Personel: 
Doctor 1 3999 
LPNs 2 960 
RN (cost in Honduras) 1 1280 
Total 6239 
Materials: 
Gloves and syringes 1600 
HIV tests 200 427 
Milk 180 
Medication (non aids medication) 200 
Three small individual tents 300 
Total 2707 
COSTS PER MUNICIPALITY I 
Municipality of Wampusirpi -13 villages F Flight 160 
Food for 15 days 324 E 
By boat 219 r Total 703 
Municipality of Ahuas- 6 villages 
Warunta: 
Flight 86 
Food 1Q I Total 101 t-
Municipality of Brus Laguna- 16 villages 
Flight 200 
Food 40 
Cocobila: 
Flight 320 
Food 115 
Car 30 
Lasmarias 
Flight 267 
Food 10 
B.patuca: 
Flight 160 
Food 40 
Total 1182 
Municipality of Juan Francisco Bulnes- 6 villages 
Flight 374 
Food 135 
Local transportation 150 
Total 659 
Municipality of Cauquira-Recuperada- 17 villages 
Flight 
Food 
Local transportation 
Total 
TOTAL FOR QUARTER 
Villages by Municipality: 
Wampusirpi 
Wampusirpi 
Bilalmuk 
Brabila 
Raiti Bodega 
Ahuas tinkni 
Curhpa 
Tukrun 
Nueva esperanza 
Arenas Blancas 
Pimienta 
Panzana 
Krausirpe 
Krautara 
Juan Francisco Bulnes 
Palacios 
Bataya 
Plaplaya 
Tocamacho 
Claura 
Sangrelaya 
Ahuas 
Ahuas 
Paptalaya 
Kropunta 
Waxma 
Wawina* 
Warunta* 
Cauquiro/Recuperada 
Cauquira 
Kruta 
Calpo 
Cocotingne 
Usibila 
Pakwi 
Tusidaksa 
Cardswatla 
Benk 
Ray a 
Titi 
Clubki 
lrlaya 
Mangotara 
320 
300 
450 
Twimawala 
Konka 
Diamanta 
*the costs for these are included in Wampusirpi because of local transportation 
1070 
12661 
====== 
Brus Laguna 
Bnus Centro 
Twitanhta 
lcuswa apaika 
Whri 
Usupum 
Rio platano 
Utla almuk 
Cury 
Lasmarias 
Lasba Pauni 
Jeruselum 
Belen 
Cocobila 
Betanio 
I bans 
Bipatua 
